Introduction
After age 50, half of the population experiences occasional neck pain and restricted cervical motion. As disks degenerate, the cervical spine becomes less stable, and the neck is more vulnerable to injuries, including muscle and ligament strains. With increasing age, the vertebrae gradually form bony spurs and disks loose their height. This often alters alignment and stability of the cervical spine and may lead to instability and spinal canal stenosis resulting in pressure on the spinal cord, nerves and blood vessels.
In cases of intractable neck and arm pain or a significant neurological deficit due to spinal canal stenosis a surgical decompression is indicated. Most favourable approach is the anterior [1] . To stabilize and fuse the motion segment is reasonable, because instability is considered to be an essential part of the problem.
Case description
Since 2 years a 61-year-old male complained about neck pain and radiating arm pain with increasing loss of sensation in both hands. Since 3 months, he felt additional weakness in both hands and in the right arm. Further, he described gait disturbances and nonspecific nausea. Conservative treatment including pain medication, active and passive physiotherapy did not improve the symptoms. The physical examination of the patient showed foraminal compression pain in both arms (positive Spurling 0 s sign), a grip weakness in both hands, and decreased muscle strength in the right biceps and triceps. Range of motion of the cervical spine was decreased. No signs of gait ataxia were found. MRI of the cervical spine demonstrated osteochondrotic changes of the discs at C5/6 and C6/7 with central spinal canal stenosis and neuroforaminal stenosis of the C6 and C7 nerve root predominantly on the left side. No myelopathic signal changes of the spinal cord were found. Due to increasing neck and arm pain and a motoric C6-and C7-syndrome an ACDF with decompression of the spinal canal and the neuroforamen C6 and C7 was planned.
Surgical procedure
Anterior surgery was performed by a standard left side approach. The patient was positioned supine on a radiolucent operation table with the head fixed in a three-point skull fixation in slight extension and lordosis. Shoulders were pulled caudally to get a good lateral fluoroscopic visualization of the lower cervical spine. Correct positioning was controlled and the location of the skin incision was planned under fluoproscopy. A transverse skin incision connecting the medial border of the sternocleidomastoid muscle with the midline was performed to expose the levels C5/6 and C6/7. The platysma was dissected transversally using bipolar cauterization. Blunt dissection of soft tissue down to the spine was performed leaving the carotid sheath laterally and the esophagus and trachea medially. The longus colli muscle helped to localize the midline and was slightly retracted to avoid lesion of the sympathetic chain. Self-retaining retractor system was used to expose the index region. Distraction of both disc spaces with a Caspar-Distractor was applied. Under the operating microscope, discectomy C5/6 and C6/7 was done by rongeurs and a sharp spoon. Then, the resection of the posterior longitudinal ligament was performed by small punches. Bony spurs impinging the dural sac were removed by carefully undercutting them. The neuroforamen C6 and C7 on both sides were decompressed by removing the medial parts of uncovertebral joints. A blunt nerve hook was used to control decompression of the C6 and C7 nerve roots. After this, a lordotic shaped titanium cage of suitable size was implanted in both levels. The cages were filled with DBM Ò (Demineralised Bone Matrix). Finally, a locking plate of suitable length was placed. Care was taken not to impinge on adjacent disk spaces. Temporary fixation pins hold the plate securely until final screw placement. Using a locking drill guide screw holes were drilled and self-tapping expansion head screws were implanted in an angle-stable fashion. The correct position of the implants was controlled by lateral fluoroscopy. A drain was inserted. Blood loss was 300 ml and operation time was 2 h.
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Postoperative procedure
The patient was fully mobilized on the first day after surgery. No cervical collar was applied. A standardized rehabilitation program was conducted. Postoperative plain X-rays showed good position of implants and a good restoration of sagittal alignment.
Discussion and conclusion
Anterior approach to the cervical spine in spinal canal stenosis is generally indicated when the compression is anterior, when the pathology is limited to a maximum of three levels or when the spine is kyphotic [2] . The use of plates increases the fusion rates, especially for multi-level procedures [3] .
Adequate decompression is important to treat the radicular and myelopathic symptoms and has to be checked at the end of the operation. Care has to be taken not to overdistract the motion segment. Stand-alone cages without any fixation can provoke cage migration, non-union of the motion segment and a loss of correction [4, 5] . To prevent adjacent segment disease, the plate should not violate the adjacent discs.
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